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THE L.C.C. AND THE NATIONAL 
HEALTH SERVICE 


WELCOME TO THE GOVERNMENT’S 
PROPOSALS 


The London County Council, with 
Mr. Somerville Hastings, F.R.C.S., in 
he chair, at.its meeting on December 19 
debated the White Paper on a National 
Health Service, and passed a resolution 
welcoming the Government’s proposals 
4s representing a considerable advance 
towards a full health service for the 
people, which could, over a period of 
years, be built up, improved, and de- 
veloped with increasing advantage to the 
community. 

The debate arose on a long report 
presented in the name of Lord Latham, 
the leader of the council. The adminis- 
trative county of London will form a 
single unit for the purposes of the ser- 
vice, and it is assumed that the county 
council will be constituted the planning 
and administering authority. Maternity 
and child welfare work, tuberculosis dis- 
pensaries, and epidemiological inquiries 
will be delegated to the metropolitan 
borough councils. The authors of the 
report consider that the salaries and con- 
ditions of service of the medical staff of 
the borough councils should be laid down 
and approved by the county council. The 
council agreed to a recommendation that 
no right of nomination or appointment 
by professional or other bodies to mem- 
bership of any committee of the council 
charged with the administration of the 
scheme could be acceptable. It was con- 
sidered “not unlikely that the question 
of direct representation on joint authori- 
ties would be pressed by certain interests.” 
On the provision for hospital and con- 


. sultant service the question was raised 


how far national insurance would confer 
on an individual the right to demand free 
treatment at any hospital or clinic within 
the plan. It was considered that it should 
be made clear whether settlement or resi- 
dence was immaterial. With regard to 


council considered that the principle of 
direct grants being made by the Minister 
and of the standard payment being deter- 
mined by him, without reference to the 
joint authorities, was undesirable, and a 
tecommendation was agreed to that if it 
was decided that any payments to volun- 
tary hospitals should be made direct by 
the Government, the payments to each 
Voluntary hospital should be related 
solely to the particular services rendered. 
The feeling was that, as voluntary hos- 
Pitals are not to be compelled to come 
into the plan, there should be safeguards 
in any scheme which permits the pooling 
of Exchequer payments in order to avoid 
Money going to a voluntary hospital 
which for any reason cannot be an effec- 
pert of a scheme or which 
require undue expendi 
make it efficient. 


the financing of voluntary hospitals the - 


Health Centres 


On health centres the comment was 
made that if doctors could “opt” for 
centre or separate practice at the outset 
it would not be known how many wanted 
to be centre doctors until the scheme was 
about to start, particularly as many young 
doctors from the Services would want to 
enter the new scheme on demobilization 
and their wishes could not be ascertained 
in advance. The lag even for structural 
alterations of existing premises would 
probably extend over months. Where 
were such doctors to practise in the 
meantime? “ All this points to the desir- 
ability of consulting local doctors as soon 
as a Bill is passed, and a scheme pre- 
pared on which a start can be made in 
any area where the existing doctors are 
likely to wish to work in a centre and 
where a centre is likely to be needed.” 

Another comment was that if the dual 
system under which general practitioners 
will be engaged partly in group practice 
and partly in private is to be permitted, 
steps should be taken to ensure that 
patients using the public service are not 
at a disadvantage as compared with pri- 
vate patients. The report stated that it 
would probably be very difficult to dis- 
abuse certain people of the belief that 
better service would be given to those 
who paid for it as a separate item of pri- 
vate practice. Again, what was to be 
done in the case of a person who pre- 
ferred to pay for his own family doctor 
treatment but could not pay for consul- 
tant or private ward treatment? ©The 
local committees of the Central Medical 
Board would no doubt be available for 
the settlement of disputes relating to the 
family doctor service. 

On the question of compensation refer- 
ence was made to the fact that the setting 
up of a general practitioner service would 
bring about the disappearance of the 
council’s district medical service, and that 
questions of compensation might be anti- 
cipated here, particularly in view of the 
fact that certain district medical officers 
are still senior poor law officers. The 
need for a comprehensive inquiry into 
the superannuation aspects of the new 
scheme was stressed. 


In Praise of Municipal Hospitals 


Mr. Reginald Stamp, chairman of the 
Hospitals and Medical Services Commit- 
tee of the council, said that of 2,500 hos- 
pitals in the country, the municipalities 
owned 1,500, and those among the 
largest, while of the 1,000 voluntary hos- 
pitals a considerable number were very 
small indeed. In the L.C.C. the number 
of municipal hospital beds was 37,202, 
as against 15,000 in the voluntary hos- 
pitals, and the services given in the muni- 
cipal hospitals outnumbered in almost 
every department those given in the 
voluntary. Moreover, the L.C.C. con- 
tributed to the voluntary hospitals a sum 


of £340,000 a year. He appealed to the 
voluntary hospitals to “ unbend a little,” 
and come into co-operation with an 
authority like the L.C.C. Given such, 
co-operation, the L.C.C. could so link the 
various local services together that the 
right service was available at the right 
time and in the right place. 

Mr. J. W.. Bowen, chairman of the 
Mental Hospitals Committee, considered 
that the Government scheme was wise in 
its provisions. The proposals did away 
with any suggestion that mental health 
should form an isolated service. There 
was at one time a distinct danger that 
mental health might be excluded or not 
referred to in this general scheme. The 
local authorities who had the main 
charge of mental treatment had for long 
carried out their services with marked 
efficiency and great concern for the 
patient. The L.C.C. had made a valu- 
able precedent by linking together its 
mental health and public health adminis- 
tration under the direction of one depart- 
ment. He hoped that the Government 
would revise the lunacy and mental defi- 
ciency law without delay in order that 
detailed proposals for including mental 
health services in the comprehensive 
scheme might be formulated. 

From the opposition benches Dame 
Barrie Lambert, formerly chairman of 
the Hospitals and Medical Services Com- 
mittee, commented upon the delay in 
presenting this report to the council. The 
White Paper appeared in February. It 
was at first acclaimed as promising a mar- 
vellous piece of legislation and it had a 
wonderful “press,” but a month after- 
wards everybody was damning it, and its 
only friend left was the L.C.C. Every- 
body knew that many of the proposals 
of the White Paper must be scrapped. 
She read from the report in the British 
Medical Journal the statement of the 
Chairman of the B.M.A. Council to the 
Annual Representative Meeting that 
the idea of joint boards was likely to 
be dropped. She welcomed this, because 
she had seen in the idea of the joint 
board the possible absorption of the 
council’s services in a_ still larger 
authority, and just as Mr. Churchill 
had no desire to assist in the liquidation 
of the British Empire, so she had no wish 
to be associated with any kind of liquida- 
tion of the fine service which had been 
established in London. She felt that a 
great deal could properly be delegated to 
the metropolitan borough councils, especi- 
ally in relation to the tuberculosis ser- 
‘vices, given full co-operation on the part 
of such councils. 

Dame Barrie moved, and Miss Vickers 
seconded, that the following recommen- 
dation be substituted for one brought 
forward by Mr. Reginald Stamp: 

That the Council is satisfied that if the 
dual system under which general practi- 
- tioners\ will be engaged partly in group 
practice and partly in private eo is 
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permitted, the medical profession can be 
trusted to carry out their duties in such a 
manner that patients using the public service 
are not at a disadvantage. 

The original recommendation had it 
that if the dual system was permitted 
steps should be taken to ensure that there 
‘was no disadvantage to patients using the 
public service. Dame Barrie Lambert’s 
amendment was lost, 18 voting in favour 
- and 47 against. 

_As stated, the various recommenda- 
tions were adopted, and the view 
appeared to find general favour that the 
scheme should be ready, if possible, be- 
fore demobilization, so that men and 
women returning from the Forces should 
feel that something had been done to 
‘provide a better England, and returning 
doctors could be offered posts without 
_ having to find capital to purchase a prac- 
tice. But the note of caution was 
sounded that the time factor must be 
taken into account, and that even on the 
administrative side the shortage of staff 
for undertaking a task of such magnitude 
would probably cause delay, so that it 
might be desirable to bring in the scheme 
by stages. 


MEDICAL SERVICES IN 
CONTINENTAL COUNTRIES 
8.—_NORWAY 


[The writer is indebted to Dr. Karl 
Evang, Director-General of the Nor- 
wegian Public Health Services, Royal 
Norwegian Ministry of Social Welfare, 
now in London, for the information 
contained in this article.] 


Public Health Administration 


_ In Norway the State directs the more 
important parts of the public health 
service ; local agencies throughout the 
country have thir policies outlined at 
the centre, ‘but. within that framework 
they have independence and initiative. 
The public health service is a branch 
of the Ministry of Social Welfare. At 
its head is the Director-General of Pub- 
lic Health (Dr. Karl Evang), under whom 
are a number of departments, including 
one for clinical matters, another for drugs 
and medicines, a third for the administra- 
tive arrangements for the prevention and 
treatment of tuberculosis, a fourth for 
the provision for cases of mental disorder. 
_ The State Institute of Public Health 
is a Rockefeller benefaction. It fur- 
nishes the central health authorities with 
a first-class laboratory for bacteriological 
tests, serum tests, and analyses of water 
and foods, and at the same time manu- 
factures vaccines and conducts research. 
The members of the medical faculty of 
Oslo University are required to give the 
Director-General expert assistance. Each 
of the twenty provinces in Norway has 
a chief public health officer, and the dis- 
tricts into which the provinces are divided 
are also in charge of officers. In each 
of the municipalities it is required that 
there should be a Board of Health, the 
chairman of which is the local public 
health officer or another doctor employed 
for the purpose, while the members in- 
clude a number of local councillors and 
others. These municipal boards of health 
enjoy a good deal of autonomy, but there 
is an appeal from their decisions to the 


Ministry of Social Welfare. They super- - 


vise all the important hygienic services, 
the control of tuberculosis, the inspection 
of housing conditions, and other matters 
which fall to a sanitary administration. 


They issue regulations which constantly 
extend and supplement the general law: 
It is claimed for them that they represent 
a successful attempt to introduce local 
democratic management into the public 
health system. : 

Only in the large citiesis the public 
health officer a whole-time officer of the 
authority. Generally he is also engaged 
in private practice and derives only part 
of his income from the State for his pub- 
lic health administrative work. At pre- 
sent Norway is divided into 378 public 
health districts, most of them rural. 

Whilst State medical care and the pub- 
lic health system has been developing in 
Norway four national voluntary health 
organizations have come into existence. 
These are the Red Cross, with about 
100,000 members ; the Women’s Volun- 
tary Health Organization, with about 
110,000 members ; the National Associa- 
tion against .Tuberculosis, with 150,000 
members ; and the Norwegian People’s 
Relief, with about 170,000 members. 
There are also smaller bodies, such as 
the People’s Health Association, the 
Mental Hygiene Society, and the Nor- 
wegian First-aid Society. The larger 
organizations receive income directly and 
indirectly from public funds -and co- 
operate closely with the health authori- 


ties. 
Hospitals 


In 1937 Norway had 391 hospitals, 
with a total of 26,000 beds. This num- 
ber included 7,000 beds for mental 
patients and 6,000 for the tuberculous. . 
An endeavour has been made to develop 
the hospital system in such a, way that 
the more complicated cases can readily 
be transferred from the small local hos- 
pitals to the large central ones. The 
smaller hospitals are encouraged to be 
first-aid centres or observation stations. 
More than 80% of the hospitals are 
publicly owned and operated, either by 
the State or by the local authority. The 
private hospitals are for the most part 
conducted by voluntary health organiza- 
tions, like those already named, but all 
are subject to supervision by public 
health authorities. The patient’s ex- 
penses are paid either by the patient 
himself or by the State, or, most often, 
by the health insurance administration. 
A. patient in a public hospital receives 
exactly the same treatment no matter 
whether -he is a private, an insured, or 
a poor relief patient. It is medical con- 
siderations only which determine whether 
he has a private room. 

The hospitals have a regular staff of 
medical officers on fixed salaries and 
working whole-time. Private _practi- 
tioners do not usually have the oppor- 
tunity of continuing to treat their patients 
in hospital, though in some of the smaller 
hospitals there is a system whereby local 
practitioners may hold temporary posi- 
tions on the staff. Two large general 
hospitals at Oslo as well as a number 
of small special hospitals form part of 
the medical teaching system of the uni- 
versity. Plans for establishing a second 
medical school at Bergen were being 
prepared before the war. 


Health Insurance 
Norway introduced a compulsory 


health insurance system in the same 


year as Great Britain. It was for wage 
earners below a certain income level. It 
has been extended until by 1940 about 
two-thirds of the total population of Nor- 
way came under this system. Shortly . 
beore we war a bul was araftea, and 


would probably have secured a main: 
in the Storting, under which, all. ge. 
wegian citizens would be covered. WW 
expenditure on sickness insurance bef 
the war was 65 million kroner (chal 
£3,300,000 on the pre-war value of te 
krone), of which about 15 million repre. 
fees. 

e insured person and his fami 

the right to free medical attendaate 
general practitioners and specialists free 
treatment in hospital for 26 weeks (o; 
39 weeks in the case of tuberculous 
and cancer patients), physiotherapy, den, 
tal treatment, and financial allow, 

for maternity, among other benefits 


Compulsory members are divided 


income groups and pay in_ proport 
to their income, the mening 
paying 6/10ths of the premium,. th 
State 2/10ths, and the authority and the 
employer 1/10th each. A class of volyp. 
tary members pay 7/10ths themselves, the 
State 2/10ths, and the authority 1/{0%h, 
Sickness insurance is administered 
local bodies elected from the county 
councils. 

It has been possible to combine virty. 
ally universal compulsory health’ ingyp. 
ance with freedom of choice of doctor 
and freedom for the doctor to practi 
where he chooses. Most doctors, both 
general practitioners and specialists, d&. 
rive the larger part of their incom 
through the health insurance system, in 
which they are paid, not on a -capity 
tion rate, but according to the amount of 
work they do. The consultation fee js 
the basis of the income, and to thats 
added a fixed tariff for special examim- 
tions. There is no limit to the number 
of insured persons a doctor may accept, 

A person in Norway who has need of 
medical advice or treatment can always 
consult a doctor and, if necessary, receive 
treatment in hospital. In most cases the 
treatment will be under the insuranme 
system. 


The Medical Profession in Norway 


In 1939 Norway had about 2,4) 
registered medical practitioners, one for 
every 1,250 inhabitants ; about 10% wer 
women. Until the German occupation, 
which resulted eventually in the closing 
of the university, about 100. students 
qualified each year. The medical train 
ing occupies from 7 to 74 years, anda 
most Norwegian youths have not com 
pleted their college course until the 
of 21 or 22, the young doctor Is usual 
approaching 30 before he can_ start i 


practice. Emphasis is laid on giving th 
students an all-round medical education, 
and no specialization is begun during thi 
period of undergraduate study. No on 
is allowed to describe himself as 4 
specialist unless he actually possesses the 
authorization of an expert board of 
cal men elected by the specialist brand 
of the medical association. 
There are about 1,000 midwifery d 
tricts, each served by a district mid 
who receives a small regular salary, tw 
fifths of which is pail by the State, 
two-fifths by the province, and_ the 


maining one-fifth by the municipal), 


She also derives some income from the 
health insurance and. poor relief 
and to a small extent from priv 
patients. On the basis of present 


statistics there are about 27 births # 
midwife annually. 
Norway has made great strides in cof 
bating disease. The ordinary ep 
diseases no longer offer any severe 
Doctors are required to report all ca 
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of epidemic infection. the patients are 
isolated in hospitals, and all expenses in 
connexion with isolation and treatment 
are covered by public funds. Tuberculo- 
sis is the greatest single hygienic prob- 
lem, though during the present century 
tuberculosis as a cause of death has 
dropped from the first to the fourth place, 
being preceded by cancer, bronchitis, 
and pneumonia, and infirmities of age. 
Bovine tuberculosis has, practically 
speaking, been eradicated. Only two 
other countries—the Netherlands and 
New Zealand—show higher figures for 
the average span of life. The total mor- 
tality dropped from about 20 deaths per 
1,000 inhabitants in 1840 to 15 in 1900 
and 10 in 1935. Deaths due to tubercu- 
losis declined by about two-thirds during 
Before 
the present war Norway was one of the 
group of countries (Netherlands, New 
Zealand, and Australia being the others) 
which showed the lowest infant mortality 
rates in the world. 


A COMPREHENSIVE HEALTH 
SERVICE 
BRISTOL DISCUSSION CLUBS’ PROPOSALS 


In the Bristol area over a period of some 
weeks in the autumn of 1944 the discus- 
sion clubs comprising what is known as 
the Industrial Discussion Clubs’ Bristol 
Experiment considered the Government’s 
White Paper on a National Health Ser- 
vice, and each club wrote an independent 
teport. The executive committee of the 
Experiment then met the Bristol Study 
Group of the B.M.A., and the various 
findings were summarized and discussed. 
The result is a memorandum “ presented 
by citizens and doctors of Bristol” in 
Which the summarized opinions are 
offered as a constructive alternative to 
the White Paper. It is signed by Dr. F. 
Milling, chairman of the B.M.A? Study 
Group, and Mr. C. E. Pegg, chairman 
Committee of the Bristol 


Two Points of Divergence 


On only two points do the Industrial 
Clubs’ conclusions differ from those of 
the B.M.A. Group. One relates to pay- 
ment in the general practitioner service. 
The Clubs consider that all general prac- 
litioners in the national service, either 
practising in Health Centres or in very 
sparsely populated areas where a Health 


eiidual contributions assisted by State 
stants, 

| The. Structure on which the two sides 
0 the discussion are agreed is that the 
ontrol of the service should be under a 
inister of Health, and that the Minist 


atters of national health at present 
tandled by different Departments, and the 
functions of the present 
Mistry reallocated elsewhere. 


to’ tender advice to the Minister and 
afterwards to publish such advice, and 
all draft regulations should be referred to 
them. The country should be divided 
into regions covering natural hospital 
and medical areas, subdivided into local 
areas, both regional and local control to 
be exercised by a body elected as to half 
of it by the professional interests con- 
cerned and as to the other half by the 
lay electorate. 


Nationalization of Hospitals 


The memorandum comes down on the 
side of nationalization of all hospitals, 
the present management of hospitals, if 
efficient, to be retained. It is suggested 
that there should be “locality hospitals,” 
one to every ten Health Centres, in which 
general practitioners could treat their 
own patients, or send them for examina- 
tion, advice, or treatment, and also cen- 
tral hospitals, where specialists could 
carry out work beyond the scope of the 
“locality hospitals.” 

The medical, nursing, and domestic 
staffs of hospitals should be paid by the 
State, with standardized conditions of ser- 
vice for each category. A national ambu- 
lance service should be created, co- 


- ordinating all the present varied organ- 


izations. There should also be a central 
bureau to give urgent information about 
available beds and ambulances. A direc- 
torate of hospital inspection should be 
established, and, finally, the out-patient 
departments should be drastically reor- 
ganized, greatly enlarged, and better 
staffed and equipped, and waiting time 
reduced. 

Consultants and specialists should be 
paid by salary or sessional fees, or both, 
consultants to be selected from an 
approved list by regional boards and to 
come under regional control. Their 
numbers must greatly increased. 
“Training to be free and open to 
all, enabling young men or women of 
any class to specialize.” Specialized 
equipment should be the property of the 
nation and available to the whole medical 
profession. 


The General Practitioner Service 


the general practitioner service 
is agreement on the following 


On 
there 


points among others: 


Increased remuneration to be given in 
unf&ttractive areas. 

Training facilities to be enlarged, enabling 
oung men and women of any class to 

ome doctors. 

Numbers of doctors to be largely in- 
creased as soon as possible. 

_ Maximum number of patients per 
tioner, 2,000, the figure to be revise 
time to time. : 

The family doctor principle to be main- 
tained. 

The N.H.I. system to be entirely super- 
seded by the new scheme. 

en Centres to be under regional con- 
trol. 

Centres to undertake the whole of the 
work coming within the scope of general 
practice, including child welfare. 

People to come automatically under medi- 
cal supervision of the Centre or National 
Health Service doctor, preferably on a 
family basis. . 

No sale ‘or purchase of Health Centre 
practices to be allowed. 

Compensation to be considered on an 
individual basis by regional board. 

Every person to have a right to annual 
medical examination, children at more fre- 
quent intervals. 

Individual health dossiers to be compiled 
giving a complete medical history. 


As for clinic services, the result of 
the discussions was to favour the incor- 


racti- 
from 


poration of existing clinics in a State 
health service with a view to making 
them Health Centres or a basis for such 
centres. It was also the view that the 
school medical service should be incor- 
porated in the State scheme and the chil- 
dren be automatically covered by Health 
Centre examinations. An industrial medi- 
cal service, with full-time doctors in large 
works and groups of small works, should 
be a part of the scheme, as also should 
convalescent homes. 

On the financial side the opinion was 
that the existing funds of the N.H.I. 
scheme at present held by approved 
societies and other bodies on behalf of 
their members should revert ‘to the 
Exchequer so as to be available for the 
health of the people for whom they were 
provided. Foundation funds, gifts, and 
legacies to hospitals should be pooled 
and devoted to the maintenance of re- 
search institutions. 


Correspondence 


What’s in a Word ? 


Sir,—I agree with Dr. Frankland West 
that the intentions of the A.R.M. might 
have been more effectively expressed by 
a stronger word than the word wish. 
““We have stated emphatically that we 
do not wish... Nevertheless, this 
“emphatically stated” wish may carry 
no less weight than some expression of 
a more robust nature. The actual resolu- 
tions of the A.R.M. count, not my words 
describing them.—I am, etc., 


Birmingham. H. Guy Dain. 


The Health Service 


Sir,—The upheaval caused throughout 
the medical profession by the Govern- 
ment’s proposals for a health service is 
slowly becoming appreciated in political 
circles, but one thing now appears clear 
to most, and that is, that the present time 
is not ripe for the suggested full-scale 
health service as outlined in the White 
Paper. It also becomes quite clear that 
doctors in this country, and a large pro- 
portion now serving with the armed*< 
Forces, will resist any attempt to turn 
us into full-salaried local government 
civil servants. Let us be frank and strip 
the White Paper of trimmings ; without 
doubt if these proposals were to go 
through as they are presently set out the 
profession would simply become in time 
part of another group of civil servants. 
The doctors do not want it, and when the 
public understand it more fully they will 
dislike it still more. 

As to the doctors in the fighting 
Services, the directorates of the three 
Services may say, and in fact have stated, 
that serving doctors are at liberty to 
express their views on Service medicine 
and State medicine, but as one who saw 
service throughout the last war and again 
for some time in the present conflict with 
the R.A.F. medical service I know from 
personal experience that, except for those 
holding senior rank in these Services, the 
remainder (those who have to do the 


» work) prefer to remain either anonymous 


or silent on these vital issues simply for 
fear of “reprisals.” It seems grossly 
unfair that at a time like the present 
the opinions and views of these fighting 
men cannot be heard while an attempt 
is being made to force issues during their 
absence that must determine the future 
and destiny of the medical profession. 
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CORRESPONDENCE 


SUPPLEMENT 10 
H MEDICAL 


and essentially 
members, 
Therefore the letter signed by eight 
M.P.s, published in the Times on 
Nov. 16, introduced indeed a welcome 
note from the House of Commons, and 
may yet prove the seed for a practicable 


that of the younger 


solution of many of our difficulties. | 


Briefly, the letter suggests a reorganiza- 
tion of the medical services throughout 
the country in two stages (and here it 
would seem proper to add that the pro- 
fession has been seeking such a reorgani- 
zation for many years, but not on the 
lines as advocated in the White Paper). 
First, it is recommended that the hospital 
and consultant services throughout the 


_country should be rearranged, with the 


‘returned, but not before, 


latter paid for their services (whole and 
part time), but still left free to carry 
on private practice, There is a strong 
feeling that such a reorganization should 
be carried out on a regional basis, as for 
some long time advocated by the Nuffield 
Hospital Trust and fully described in 
their memorandum, published in 1941, 
entitled “A National Hospital Service.” 
Secondly, for the present, extend the 
“panel system” both ways, but proceed 
no further until our doctors return from 
the fighting Services. When they have 
let us all 
together consider and discuss the final 
reorganization for a general practitioner 
service, but do not let us commit the 
cream of the profession in their absence 
on service to something they may not 
desire, nor indeed perhaps be prepared 
to co-operate in. The Government would 
be wise to step cautiously, for there is 
no doubt the profession this time is 
aroused, remembering past and more 
recent injustices of panel practice legisla- 
tion; it may be that on this occasion, 
having reached the boiling-point, the 
doctors are not likely to cool off readily, 
for they are not convinced that the 
Government’s proposals are in the best 
interest of the sick.—I am, etc., 
London, W.1. NORMAN P. HENDERSON. 


The N.H.S. Proposals from the Patient’s 
Viewpoint 


Sir,—I am not a medical practitioner 
but as I act as attorney to a number of 
doctors in the Services I beg the courtesy 
‘of a few lines in your esteemed Journal. 


1. It appears that the great majority of 
— practitioners are against many of 

proposals in the White Paper. 

2. It appears that the majority of laymen 
are neither in favour of nor against th 
proposals. 

3. It appears, however, that these pro- 
posals may be forced on the public as a 
result of the activity of a politically minded 
minority. d 

4. In my view this may be prevented if 
doctors distribute in their waiting-rooms 
pamphlets pointing out the disadvantages fo 
the patient of the White Paper proposals if 
these are carried out in their entirety and 
to their logical conclusion. . 


Certain of these disadvantages are as 
follows 


(a) Centralization of surgeries (renamed 
clinics). This would mean longer journeys 
for the patient. 

(b) Under group practice the patients will 
not be able to get the doctor whom they 
want when they want him, but will require 
to accept the doctor in attendance at the 
time of the visit. 

(c) The doctor will be responsible to the 
State and not to the patient, who presum- 
ably will not be able to change his doctor. 
“he patient will require to attend the doctor 

ned to however unsympathetic and 


~« little faith the patient may have in 
*. It is impossible to combine a 


free choice of doctor to the patient with a 
salaried service. 

(d) When certifying, the doctor will need 
to remember that his duty is to his pay- 


. master—the State—and not to the patient. 


(e) When, as may happen in the future, al! 
doctors are State employees it will be im- 
_possible to get a second opinion, and if a 
dispute arises with the State—e.g., over sick- 
ness or workmen’s benefit—no independent 
opinion will be available. 

There are, of course, certain advan- 
tages to the patient in the White Paper 
proposals, but we can rest assured that 
the supporters of the White Paper will do 
everything to bring these to the notice of 
the electors.—I am, etc., 


London, N.W. RAMSAY BROWN. 


Local Authority .Control 

Sir.—In your report of the A.R.M. 
(Dec. 16) and your summary of the 
“main decisions of the Representative 
Body ” (Dec. 23) you gave special promi- 
nence to the Woolwich resolution: 
“ That the profession should not be con- 
trolled by the local authorities as at 
present constituted.” This was accepted 
without discussion, as it was only a modi- 
fication of the wording of Principle D. 
You omitted, however, to give even equal 
prominence to a more important motion 
by Newcastle-upon-Tyne to amend that 
Principle. The last sentence of Prin- 
ciple D as passed at the 1943 meeting 
was: “The profession rejects any pro- 
posal for the control of the future medi- 
cal service by local authorities as at 
present constituted.” The Newcastle 
amendment proposed that the words 
“as at present constituted” be deleted. 
This was carried. 

The A.R.M. has asserted. therefore. 
that no reconstitution or modification of 
local authorities will make control by 
those bodies acceptable to the profession. 
That is a major decision, and goes much 
further than the Woolwich resolution. 
Our negotiators now have no authority 
to discuss changes in local authorities 
with the Minister, and must make 
that clear to him. They must, therefore, 
have alternative proposals to put before 
the Minister, and one of the most con- 
structive proposals of the meeting was 
Dr. H. B. Morgan’s. He suggested the 
formation. of bodies incorporating the 
principle of Whitley Councils through- 
out the administrative structure. | If 
Dr. Morgan would expand this pro- 
posal in more detail in the columns of 
your Journal he would be rendering a 
great service to the profession—I am. 


etc., 
Bishop Auckland. A. H. PRoctor. 


“West Park Hospital, 


BRITISH MEDICAL ASSOCIATION 


CONFERENCE OF RADIOLOGISTS 


A Conference of Radiologists, arran 
jointly by the Radiologists Group of the 
B.M.A., the Faculty of Radiologists, and 
the British Institute of Radiology, will be 
held at B.M.A. House, Tavistock Square 
London, W.C.1, on Saturday, Jan. 20. 
at 10 a.m. All radiologists are invited 
whether members or non-members of 
these bodies. The agenda will be seni 
to members ; radiologists who are not 
members of any one of the three bodies 
may obtain an agenda on application to 
the Secretary of the B.M.A. at the address 
given above. The business of the Con- 
ference will be to consider radiological 
questions arising from the White Pa 
on a National Health Service. : 


WOMAN MEMBER OF COUNCIL 


The Council of the Medical Women’s 
Federation has decided to recommend its 
members to support the candidature of 
Dr. Janet Aitken in the election of a 
woman member of Council by the 
women members of the B.M.A. 


Branch and Division Meetings to be Held 

MACCLESFIELD AND EAST CHESHIRE DIVISION.—At 
Macclesfield, Sunday, Jan. 
21, 11.30 .a.m., Special meeting. Agenda: To 
consider Representative’s report on A.R.M. 


DIARY OF SOCIETIES AND LECTURES 


RoyaL COLLEGE OF PHYSICIANS OF LONDON, Pall 
Mall East, S.W.—Tues. and Thurs., 2.30 p.m. 
Goulstonian Lectures by Lieut.-Col. C. H. Stuan- 
+ ml Influenza Epidemics and the Influenza 

iruses. 


RoyYAL SOCIETY OF MEDICINE.—Tues. 3 p.m., Section 
of Pathology ; 4 p.m., General meeting of Fellows 
Thurs., 4 p.m., Section of Dermatology.  Fri.. 
5 p.m., Section of Obstetrics and Gynaecology: 
6.30 p.m., Section of Radiology. 


ROYAL SOCIETY OF TROPICAL MEDICINE AND HYGIENE 
—At 26, Portland Place, W., Thurs., 3 pm, 
Brig. N. Hamilton Fairley,- F.R.S., A.A.M.C.: 
Chemotherapeutic Suppression and Prophylaxis in 
Malaria—An Experimental Study undertaken by 
the Malaria Research Unit, L.H.Q., Australia 

Followed by a discussion. 


EDINBURGH POSTGRADUATE LECTURES.—At Edinburgh 
Royal Infirmary, Thurs., 4.30 p.m., Prof 
. F. W.. Illingworth: Gastric in 
Relation to the Treatment of Peptic Ulcer. 


BIRTHS, MARRIAGES, & DEATHS 


The charge for inserting announcements under this 
head is 10s. 6d. This amount should be forwarded 
with the notice, authenticated with the name and 
address of the sender, and should reach the Adver 
ti t Manager not later than first post Monday 


FROM THE PRESS CUTTINGS 

“The B.M.A. revealed then fat the 1939 
annual conference] that they were prepared 
even for the minor problems of a wartime 
task—right down to petrol allocation. The 
phrase was: ‘We are organized for anv 
emergency without financial consideration.” 
Truly an efficient organization whose de- 
liberations to-day have great weight.” 
—From the Glasgow Citizen. 

“They have set up a Negotiating Com- 
mittee, and will meet the Minister of Health. 
but they will meet him under instructions 
to preserve the essential freedom of the pro- 
fession, and we would like to think that their 
attitude will’ be a salutary lesson, taken to 
‘heart in time by the Conservative members 
of the Coalition.”—From the Tablet. 

“In the long‘ run responsibility educates ; 
the more intelligent the members of .an 
organization are the more they are stultified 
by rigid control from without or above, the 
more they are developed by responsibility 
coupled with freedom at all levels.”—From 
Time and Tide. 


morning to ensure insertion in the current issue 


BIRTHS 


HyYLTon.—On Nov. 14, 1944, in Ahmednagar, India 
to Dr. Lorna Hylton (née Petersen), wife of Maia 
William H. Hylton, R.A.M.C., a daughter. 


WILKIns.—On Jan. 2, 1945, at the Queen Elizabeth 
Hospital, Birmingham, to Margaret (née Rot 
M.B., Ch.B.), wife of John G. Wilkins, 2 $00. 


MARRIAGE 


VENNING—BARKER.—On Jan. 2, 1945, at St. — 
Church, Heaton, Bradford, by the Rev. Ki 
Kay, assisted by the Rev. A. Cumming, ry 
Richard Venning, B.M., B.Ch., Lieut., RAM 
only son of Lieut.-Col. and Mrs. A. N. = 
of Stoneycroft, Yateley, to Mary Ruth ri 
B.M., B.Ch., younger daughter of Col, and 

“H.W. Barker, of 4, Oak Mount, Bradford, 


DEATHS 


HorsspurGH.—On Jan.. 3, 1945, at_his 
Fallowfield, Ryde, after a short illness, 
Leslie Horsburgh, M.D.Lond., B.S. 
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Mooney.—On Dec. 29, 1944, suddenly, 
Mooney, L.S.A., late Assistant Medical Officet 


Health for Oldham and for many years 
Medical Officer of the same Borough. 
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